IN 1945, when Mr. C. Joll died, Mr. C. E. Shattock and I took over his Thyroid Clinic at the Royal Free Hospital and the cases which I shall discuss are, with Mr. Shattock's consent, those with which we have dealt in the past twelve years.
Section of Radiology
President-E. DUFF GRAY, M.A., M.D. [January 17, 1958] Surgical (31) where the surgeon thinks the lesion is an innocent nodule and the pathologist reports that it is malignant, usually a papillary adenocarcinoma. This class of case is one of the best reasons I know for advising operation for a symptomless lump in the thyroid gland. There are several courses open to the surgeon: (a) A policy of masterly inactivity. This has been followed in a few cases and in only two has there been a local recurrence; and I do not know personally of any that has metastasized distally. (b) To operate again as soon as the pathological report is received, and perform a total thyroidectomy. I have done this twice only and have now abandoned the operation; after a fortnight the thyroid stump is firmly adherent to the strap muscles; the operation is troublesome and tedious, and it is difficult to identify and preserve the recurrent laryngeal nerves. (c) To follow the first operation by a course of deep X-ray therapy or 8ll1. It is still doubtful, I believe, whether one should treat a young person with a therapeutic dose of 1311I; I certainly do not advise it in pre-menopausal patients except those with proved and inoperable malignancy, but there is every justification for giving the patient a post-operative course of deep X-ray therapy (and treating the resultant hypothyroidism if clinically necessary), and this is the course we generally pursue and we have had no recurrences in these cases.
III. Now we come to the group comprising the frankly malignant, probably operable cases (17). The signs and symptoms of carcinoma of the thyroid are usually easy and obvious: paralysis of a recurrent laryngeal nerve, difficulty in breathing and stridor, difficulty in swallowing from involvement of the aesophagus, a mass in the thyroid gland, unilateral to start with, hard, irregular, infiltrating, with displacement and/or compression of the trachea, and enlarged cervical nodes. Investigation includes examination of the larynx, X-ray of the trachea and chest, 1311, and biopsy, and also possibly a globulin precipitation test to exclude Hashimoto's disease. The diagnosis is not always easy; one has to differentiate a carcinoma from other types of hard goitre, e.g. Hashimoto's disease, calcified nodular goitre, calcified adenoma or cyst, or Riedel's struma: any of these conditions may simulate malignancy, especially if there is compression of the trachea and paralysis of the recurrent laryngeal nerve; from carcinomata involving the thyroid secondarily, e.g. from larynx, from apex of lung; and in those cases which present with a metastasis to trace it back to its primary focus in the thyroid gland.
In attempting to arrive at a decision as to the best course to pursue in a case of carcinoma of the thyroid, one must determine the degree ofmalignancy, the degree of spread in surrounding structures, and the reaoion of the growth tC 31J. In our series of S4 we have not JULY 5A6AQ Proceedings of the Royal Society of Medicine 10 found that any carcmioma has taken up 18t, We have come to rely on surgery and dep X-ray therapy, since we have found that an anaplastic undifferentiated growth which does not take up 1311 usually is sensitive to deep X-ray therapy. The size and scope of the surgical operation must be planned in the light of personal experience of the results of operation.
I do not believe in large mutilating operations involving resection of larynx, trachea or esophagus. This belief has been arrived at during the course of the'past ten years, after much consultation with Dr. Phyllis Wade, the head of our Radiotherapy Department. Mr. C. Joll was always very much against doing a tracheotomy during operation because of the danger of aspiration pneumonia. Quite frequently one may find the growth adherent to the trachea or cesophagus. In my opinion it is wise to leave a small piece of growth on an intact viscus, to be dealt with by radiotherapy. I know that this statement is in direct opposition to the ordinary surgical treatment of cancer in which the growth is removed with an area of normal tissue round it. I strongly believe in avoiding injury to both recurrent laryngeal nerves; if one is already paralysed I scrupulously safeguard the other one. Injury to both nerves means a tracheotomy and, in a high percentage of cases, death from bronchopneumonia. I think cervical nodes should be removed in a case of malignancy, but that it is not necessary to do block dissection as for carcinoma of the tongue, with removal of sternomastoid and the internal jugular veins. I believe that in every case a total or near-total thyroidectomy should be done, with clearance of lower deep cervical nodes. Any small piece of growth adherent to trachea, cesophagus, and recurrent laryngeal nerves should be left in situ. Dr. Wade irradiates those patients in whom I have had to leave any of the growth behind. The small volume of growth she has to destroy reduces the dosage and the reaction. The results of this form of combined surgical and radiotherapeutic treatment must be sufficiently good to justify its use, and we are getting promising results
This group consists of 17 cases which I do not think were curable by surgery alone, because at the time of operation the growth was already invading trachea, aesophagus, skin, strap muscles or recurrent laryngeal nerves. In every case I attempted a total thyroidectomy with removal of glands (but not a classical block dissection with removal of sternomastoid muscles and the internal jugular vein). The small portion of growth invading an important structure was left behind. None of these cases needed a tracheotomy and all swallowed normally after operation.
The post-operative incidence of tetany is low, but should always be watched for, closely. Cramps in the hands and feet can be relieved almost instantaneously by an intravenous injection of calcium gluconate, and thereafter the condition is treated by oral calcium gluconate, and calciferol until the calcium metabolism becomes stabilised.
As soon as the wound had healed all patients had a full course of radiotherapy, going on to the stage of moist desquamation of skin, increased hoarseness and difficulty in swallowing. After recovery from this combined treatment they have been followed up for periods of one to eight years and have been treated where necessary for myxcedema. So far we have had one death from recurrence and four deaths from other causes. THim clinical course of a thyroid cancer depends very largely upon the pathological characteristics of the growth, and if we were to leave cases completely untreated a fair proportion would survive for ten years or so. Others would die in a matter of weeks or months. So it would be as well to consider first the clinical and pathological assessment of the disease. From January 1, 1946, to January 1, 1955-in a nine-year period-we had some 103 cases of alleged thyroid carcinoma referred for assessment or treatment at the Sheffield National Centre for Radiotherapy. All survivors were seen and carefully re-assessed to June 1955. The notes and all the available histology of these patients were re-examined, and it was found that we had 100 consecutive cases where the diagnosis was histologically confirmed or clinically beyond reasonable doubt. This series was reported in the Quarterly Journal of Medicine (1957) , and these have now been followed up to January 1, 1958. Table I shows the distribution of the 100 cases. There is a 4 to 1 ratio of Female/Male
Radiotherapy for Malignant Tumours of the Thyroid

